GLoBAL BENEFITS GROUP

Insurance Without Borders™

Pre-Authorization Form

BRIAFF A 7 4 — A

If not a medical emergency as defined by your policy contract, you must wait until you have a written authorization from GBG Assist before proceeding with
any procedure requiring pre-authorization. Otherwise, penalty co-pay will be applied to your claims, and the provider may decline to direct bill us. Your policy
has requirements regarding the pre-authorization of certain treatments/procedures. Non-emergency authorizations may take up to 5 business days to
complete.
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Please send completed form to GBG Assist:
e  Online: www.gbg.com
e  Email: gbgassist@gbg.com
e  Fax:+1.949.271.5038
R LI= 7+ —b% GBG 7 ¥ A MIREM L TLE&E W :
o AT A :www.gbg.com
e E X—)L:gbgassist@gbg.com
o T 7 v/ A:+1.949.271.5038

A. PATIENT INFORMATION BB {53

Name (Last, First, Ml):
RAGE 4, bLONEI RAR—20DA( = v )L):

Policy #: GBG ID#:
RY = GBGID &5 :
Date of Birth: . ;
. Employer (if applicable):
DD/MMM/YYYY, i.e., 23/NOV/1988 LA .
Sy e ) SR T B )

(DD/IMMMIYYYY, il 23/NOV/1988)

Address {¥FFf :

Postal Code T{E& 5 : Country  [H :

Phone #E&E : Fax 77 v 27 A

Emall EA—/L7T FL R :

B. PRE-AUTHORIZATION REQUEST  ERiA&AZRZ ™ DEE

Procedureftreatment name ~ ZL{ENBIR DL Fh :

Is the patient having surgery? O Yes O No Expected surgery/inpatient admission date (DD/MMM/YYYY):
ZOBFIIEFHRALIETT? O i3y O bz | FIOABE T E B (DDIMMMIYYYY)

Is the patient being admitted to the hospital overnight? L] Yes Ifyes, expected number of days/duration: [J No
ZOBEIIIABENLETETN? O 3 12O OEE AR B 722 B EUHE O vz

MATERNITY ADMISSIONS ONLY - Anticipated type of delivery: [J Vaginal [ Cesarean Section
BENMIRDBZEDH—HFBFAEFE) : O BES% O FEUM

Estimated Physician/Surgeon Cost and Currency 15 #& 25/ Al OARS & @18 -

Estimated Hospital/Facility Cost and Currency 52 /it 5% 2 O AR

First date injury, illiness or accident occurred (DD/MMM/YYYY):
B, R, FH3FEAE L 72 A (DDIMMMIYYYY)
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First date you ever received treatment for this condition (DD/MMM/YYYY):
Z DOIRKED T2 3D DIRFEHH LA B (DDIMMMIYYYY)

Describe treatment(s) received for this condition, if any, including dates (ex: medicine, consultation, surgery, hospitalization):
ZORIEDTZDIZZ T TZIRIFEIZOWT, AIRETHIVUL AT & & HICFlR LT &V« 3, 2. Fifi. ABT)

Treatment resulting from: b. An automobile accident? [J Yes [J No
RROER 2D D ¢ b. A B HHl T2 Oy O vz
a. The patient” s occupation? [J Yes [ No c. Any type of accident? [J Yes [J No

a BEOBETTN? O &L O Lz . AT B PDOHEHDN? Oy O vz

If yes to any of the above, please provide date and details of accident:
EROWVWTRANI I S THIFW ERIZESNIZLEIE. FMO B LML T ES N

Has diagnosis/treatment for same or related condition been given previously? If so, provide dates, results, kind of treatment, prescriptions, name of
doctor/facility:

[FER E 7213 BT 2 RBE D 72 D OB WA A AN IRk S 72 Z L 3D 0 9702 B S B a8 1id, o B,
FEAL, FREH, WA, ERIEREHR A 2R LT a0 .

Is this patient also covered by: b. Medicare / other Government Agency? [J Yes I No
ZOBFITROHBEN G OEH b= T E 50 b. AT ¢ o T 1% OB AN AAY-
a. Other Group Health/Dental plan(s)? ] Yes [J No c. No-fault auto carrier? [J Yes [J No

a. > 7 — 7 EEEEIE FHR R O v O vz cEEABTIHLE O 3wy O Wik

If yes to any of the above, please provide:
FRWTINCZY T 25T TEHE L T ZE 0

Name of Carrier: Policy number of other source:
RREEA - ZOMOHEDORY > —FF
Carrier Address:
PREREA O FTEH
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C. HOSPITAL/PHYSICIAN INFORMATION ¥ [5m/ B Bifi 5

Hospital/Facility Name: Tax ID Number (U.S. Hospitals only):
e E R iR A Tax ID Z= CKIE BB OB 5 D )
Physician/Provider Name: Tax ID Number (U.S. Doctors only):
ERfI 7 m A 2 —4 Tax ID 5 CKIE A EROSE D7) :

Address P :

Postal Code TE& 5 : Country [E4 :

Phone &&&fh : Emal EA—/LT7 KL R :

D. AUTHORIZATION  ZBiE

Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be guilty
of a criminal act punishable under law and may be subject to civil penalties.

HBICAFEROR, EIER. A2 LT R<HRez a0 s L — A2 PF5T 2813, IBICHl-> THEE LD
TR E LTHRLERDWREENHY . BIOICRFE LOLFI DGR L R L FRERH D 7,

Name [K4 : Date Hf :

Signature:
By typing my name on this form, | am signing electronically and this electronic signature is the legal equivalent of my manual, handwritten signature.

E4
DT —LIIHDRAEZATTHIEICEY, FATEFHCELZ L TEY, ZOETFBLAPFEEOEL LIENICA%EDOE
HTHHZELTD
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